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CANCER DRUG REPOSITORY PROGRAM 

PATIENT CONSENT FORM 

 

 

   I, the undersigned, hereby certify that I understand the drugs I am 

receiving from this program have been donated.  I understand that the drugs 

were previously dispensed to another patient and that the drugs were donated 

to the Cancer Drug Repository Program.  I further understand that these 

drugs were checked for tampering, adulteration, misbranding and expiration 

date and that they met the conditions set forth in the statutes and regulations.   

That I am waiving any criminal or civil liability arising from any injury or 

death due to the condition of the drugs unless such injury or death is a direct 

result of the willful, wanton, malicious or intentional misconduct of anyone 

involved in the donation process. 
 

 

 

_________________________________________  ________________________ 

Patient’s Signature or Patient’s Designee    Date 


